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Abstract
Background. – Since 1994, French population-based knowledge, attitudes, beliefs and practices surveys have enabled researchers to estimate
trends in sexual behavioural indicators.
Methods. – We estimated trends and prevalence of self-reported sexually transmitted infections during the previous 5 years among 16,095
sexually active adults aged 18–54 through five cross-sectional telephone surveys between 1994 and 2010. We then studied the factors associated
with participants’ most recent sexually transmitted infections other than genital candidiasis.
Results. – Overall, 2.5% (95% confidence interval: 2.2%–2.9%) of women reported sexually transmitted infections within the previous 5 years,
increases being continuously reported between 1998 and 2010. In contrast, men reported lower prevalence of sexually transmitted infections
(1.4%; 95% confidence interval: 1.1%–1.7%), which remained stable over time. General practitioners and gynaecologists managed most sexually
transmitted infections. Men notified their stable partners about infection less often than women (66% vs. 84%). Self-reported sexually transmitted
infections were associated with younger age, multiple sexual partnerships and fear of sexually transmitted infections in both genders, with
exclusively homosexual practices in men, and with a high educational level and recent HIV testing in women.
Conclusion. – Self-reported sexually transmitted infections clearly reflect risky sexual behaviours. The lower prevalence of self-reported
sexually transmitted infections among men than among women may reflect less access to screening activities for sexually transmitted infections in
men.
# 2014 Elsevier Masson SAS. 
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Re´sume´
Position du proble`me. – Depuis 1994, des enqueˆtes re´alise´es en France au sein de la population ge´ne´rale sur les connaissances, les attitudes, les
croyances et les pratiques ont permis d’estimer l’e´volution d’indicateurs du comportement sexuel.
Me´thodes. – Nous avons estime´ la pre´valence des infections sexuellement transmissibles de´clare´es au cours des 5 anne´es pre´ce´dentes parmi
16 095 adultes sexuellement actifs aˆge´s de 18–54 ans lors de cinq enqueˆtes te´le´phoniques transversales re´alise´es entre 1994 et 2010. Nous avons
ensuite e´tudie´ les facteurs associe´s aux infections sexuellement transmissibles les plus re´centes en dehors des mycoses.
Re´sultats. – Globalement, 2,5 % (intervalle de confiance a` 95 % : 2,2 %–2,9 %) des femmes ont de´clare´ des infections sexuellement
transmissibles dans les 5 anne´es pre´ce´dentes, avec une augmentation continue de cette pre´valence entre 1998 et 2010. En revanche, cette
pre´valence e´tait plus faible chez les hommes (1,4 % ; intervalle de confiance a` 95 % : 1,1 %–1,7 %) et est reste´e stable au cours du temps. Les
me´decins ge´ne´ralistes et les gyne´cologues ont pris en charge la plupart des infections sexuellement transmissibles. Les hommes ont notifie´ leur
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associe´es au jeune aˆge, au multipartenariat sexuel et a` la crainte des infections sexuellement transmissibles pour les hommes et les femmes ; aux
pratiques exclusivement homosexuelles pour les hommes ; au niveau d’e´ducation e´leve´ et a` la pratique re´cente d’un de´pistage VIH chez les
femmes.
Conclusion. – Les infections sexuellement transmissibles rapporte´es refle`tent clairement des comportements sexuels a` risque. La plus faible
pre´valence des infections sexuellement transmissibles de´clare´es chez les hommes que chez les femmes peut s’expliquer par un moindre acce`s aux
activite´s de de´pistage de ces infections chez les hommes.
# 2014 Elsevier Masson SAS. Tous droits re´serve´s.
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Sexually transmissible infections (STIs) remain a major
public health issue worldwide. They can cause severe illnesses,
disabilities and infertility and therefore affect both medical and
psychological health. They also facilitate HIV transmission
[1]. According to 2008 World Health Organization estimates
[2], approximately 500 million new cases of curable STIs occur
annually worldwide in adults aged 15–49 years.
Following the AIDS prevention campaigns in the 1980s and
early 1990s, the number of new cases of gonorrhea and syphilis
fell in several Western European countries, including France.
This decline is explained by a decrease in risky sexual
behaviours [3]. The availability of highly efficient antiretroviral
therapies in the mid-1990s was accompanied by a resurgence in
risky sexual behaviours among men who have sex with men
(MSM) [3–5] and an increase in cases of gonorrhea and syphilis
both in Western Europe [3,4] and the USA [5] especially among
MSM. While the general trend in Europe is a decline for both
infections since the mid-2000s [6], incidence of gonorrhea in
some Western European countries continued to increase [6,7].
In France, we have observed an increase in gonococcal and
chlamydial infections in men and women since the late 1990s
[8–10]. There is no organized screening program for STIs in
France, apart from the compulsory screening for syphilis in
pregnant women. However, opportunistic screening for
chlamydial infection is recommended in France for women
under 25 years of age and men under 30 years of age who
consult in family planning centers or STI clinics. The
recommendation is only partially followed: chlamydia screen-
ing is offered in practice in some STI clinics, primarily to young
women. The vaccine against human papillomavirus (HPV) has
been recommended in France since March 2007 for girls at the
age of 14 years (at this time, the quadrivalent vaccine was the
only one available). The vaccine coverage is low: at the end of
2011, 45% of girls aged 15–17 years had begun HPV
vaccination, and 30% had received the full vaccination scheme
[11].
Several data sources are used to monitor trends in bacterial
STIs in France through clinicians and laboratory sentinel
networks [10]. However, no source makes it possible to link the
prevalence of STIs with behaviours. Population-based surveys
collecting self-reported STIs represent interesting alternatives
for such information, in addition to epidemiological surveil-
lance data [12]. They have the advantage of producing
representative estimates of the population. Specific studieson self-reported STIs have been conducted among at-risk
populations, particularly among MSM [13,14], but repeated
studies in the general population are very rare. Through the
analysis of repeated French population-based ‘‘knowledge,
attitudes, beliefs and practices’’ (KABP) surveys on HIV and
STIs, the objectives of this study were to estimate trends and
risk factors associated with self-reported STIs among sexually




KABP surveys have been described elsewhere [15,16]. Brie-
fly, adults were randomly selected for a phone interview in five
surveys in 1994, 1998, 2001, 2004 and 2010, using a
standardized questionnaire administered by a computer-
assisted telephone interview. For each survey, a two-stage
sample was selected:
 a random sample of telephone numbers;
 a random selection of one person among all French-speaking
adults aged 18–69 living in each telephoned household.
Phone interviews were carried out anonymously and
approved by the National Data Protection Authority.
Overall, participation rates ranged from 63.1% to 80.9%
depending on the survey year [16]. In 2010, this rate was 67.2%
and 65.0% for the landline and cell-phone subsamples
respectively. Respondents were asked about their knowledge,
beliefs, behaviours and practices concerning HIV/AIDS, as
well as their history of STIs. The section of the questionnaire
related to STIs has never been analysed comprehensively nor
published before. As only respondents between 18 and 54 were
interviewed in 2001, we limited the overall analysis to this age
range (n = 16,910). We also restricted our analysis to
respondents who reported during their interview that they
had at least one sexual partner during the previous 5 years
(n = 16,095) (Fig. 1).
2.2. Variables
The primary outcome variable was the most recent self-
reported STI reporting in the previous 5 years when inter-
viewed and its type (‘‘Have you ever had a disease or infection
Fig. 1. French KABP surveys from 1994 to 2010: flow-chart of the analysis. Percentages are weighted by sampling and post-stratification.
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and when?’’). Spontaneous responses were expected but, where
necessary, the investigators could name STIs in random
sequence. For the 2010 survey, when respondents reported
having had more than one STI and if the most recent was a
genital candidiasis, they were asked about other STIs. As
genital candidiasis has limited health consequences, with other
predominant routes of acquisition than sexual, especially in
women [17,18], we excluded respondents who reported
candidiasis as an STI from the analyses.
The following secondary outcomes were available in
2010 only: the reasons for STI diagnosis, the types of physician
consulted, the disclosure of STI to partner (partner notification)
and self-report of ever having had a chlamydial test.
Explanatory variables included: year of the survey, age,
educational level, place of birth, place of residence, living as acouple at the time of interview, sexual practices over the
previous 5 years (heterosexual, bisexual or homosexual),
number of partners during the previous 5 years, condom use
within the previous 12 months, abstinence for the previous
12 months, HIV testing within the previous 12 months and
being afraid about STIs (‘‘Are you worried about STIs?’’). For
the 2010 survey, the following additional social issues were
added to the questionnaire: household income and medical
coverage (either public or supplementary health insurance).
2.3. Analysis
The analyses were conducted separately according to
gender. Changes over time in the proportion of persons with
a history of STIs within the previous 5 years over all five cross-
sectional surveys were tested, using chi2 trend tests. Factors
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in the previous 5 years on the overall 1994–2010 samples were
identified using logistic regressions to estimate crude and
adjusted odds ratio (ORs). Initial models were adjusted for
known risk factors, based on previous research, and for other
non-collinear variables associated with a degree of significance
less than 0.20 in the univariate analyses. Final models were
obtained after manual backward elimination procedure.
However, the survey year was included in all models, whatever
the level of significance. A more detailed analysis was
performed on the 2010 survey.
P-values were two-sided, with a significance level of
P < 0.05. Confidences intervals (CIs) of adjusted ORs were
calculated at the 95% level. Data were weighted to account for
unequal inclusion probabilities due to the various numbers of
eligible adults in households and post-stratified to adjust for
national demographics’ statistics (sex, age, living as a couple,
and educational level) of French residents. The probability that
a person was surveyed more than once over the time period was
considered infinitesimal. All estimations were performed using
the procedures for survey data (svy) in Stata 10.1. Adjustments
achieved results which are applicable to the all French-speaking
residents.
3. Results
3.1. Trends and prevalence of self-reported STIs
Trends of self-reported STIs occurring during the 5 years
before interviews, as reported by the 7331 men and
8764 women, aged 18–54 and sexually active, in the five
surveys from 1994 to 2010 are shown in Fig. 2. Overall, 1.4%
(95% CI: 1.1%–1.7%) of men and 2.5% (95% CI: 2.1%–2.8%)
of women declared having had at least one infection other than
candidiasis (Fig. 1).
They were reported more often in women than in men
(P < 0.001). In men, no significant evolution of STIs was
highlighted during the five surveys (Fig. 2 left). In contrast,
self-reported prevalence of STI differed significantly betweenFig. 2. Evolution of self-reported sexually transmitted infections (STIs) other than
2010. Percentages and 95% confidence intervals (CIs) are weighted to take into acco
demographic distribution.surveys in women (Fig. 2 right), showing a peak in 1994
(4.0%), a drop in 1998 and an increase from 1.0% in 1998 to
2.9% in 2010 (P < 0.001).
In both sexes, self-reported STIs were mainly genital warts
(0.3% in men, 95% CI: 0.2%–0.4%; 0.7% in women, 95%
CI: 0.5%–0.9%), genital herpes (0.2% in men, 95% CI:
0.1%–0.4%; 0.5% in women, 95% CI: 0.3%–0.6%) and
chlamydial infections (0.2% in men, 95% CI: 0.1%–0.3%;
0.3% in women, 95% CI: 0.2%–0.5%). Gonorrhea, syphilis,
genital mycoplasmosis and trichomoniasis were very rarely
reported (< 0.1% for each infection). The small number of
affected individuals reduced the possibilities of analysing trends
for each specific STI. Nevertheless, women reported more
frequently genital warts in 2010 (1.0%, 95% CI: 0.7%–1.4%)
than in the four previous surveys (0.4%, 95% CI: 0.2%–0.5%;
P < 0.001).
3.2. Factors associated with self-reported STIs
Self-reported STIs in men were independently associated
with age between 25 and 44 years, being afraid of STIs, having
had exclusively homosexual practices and having had 2 or
more partners during the previous 5 years. Furthermore, STIs
were less often reported in cases of sexual abstinence during the
previous 12 months (Table 1). Not living as a couple, having
had an HIV test during the previous 12 months and condom use
in the previous 12 months were all associated with self-reported
STIs in univariate analysis (data not shown) but these
associations were no longer significant in multivariate analysis.
Self-reported STIs were not associated with the survey year,
educational level, place of birth and place of residence. A
similar multivariate model was obtained when men with genital
candidiasis were not excluded from the analysis (data not
shown).
Self-reported STIs were more often reported by the
following groups of women (Table 1): aged less than 45 years,
having a high educational level, living in the Paris area, living
as a couple, having had multiple partners, having had an HIV
test during the previous 12 months, and being afraid of STIs. genital candidiasis in men (left) and women (right) – KABP surveys 1994 to
unt unequal inclusion probabilities and post-stratified to adjust for census socio-
Table 1
Percentage of men and women with self-reported sexually transmitted infections (STIs) other than genital candidiasis during the previous 5 years and multivariate
logistic modelling of factors associated with STIs, surveys from 1994 to 2010.
Men Women









Year of surveyc,d 0.78 0.005
1994 506 2.0 (0.9–4.3) 1.14 (0.48–2.68) 604 4.0 (2.6–6.1) 2.17 (0.77–2.11)
1998 801 0.9 (0.4–1.9) 0.60 (0.27–1.36) 811 1.0 (0.5–2.0) 0.36 (0.17–0.74)
2001 1349 1.3 (0.8–2.2) 0.91 (0.49–1.69) 1716 1.6 (1.0–2.4) 0.55 (0.34–0.88)
2004 1515 1.3 (0.8–2.1) 0.91 (0.51–1.64) 1848 2.6 (1.9–3.5) 0.89 (0.61–1.32)
2010 3050 1.5 (1.1–2.0) 1 3411 2.9 (2.3–3.5) 1
Agec,d 0.003 0.02
18–24 years 1021 1.4 (0.7–2.5) 1.14 (0.43–3.02) 1089 4.1 (3.0–5.6) 1.76 (0.96–3.22)
25–30 years 1130 3.0 (2.1–4.3) 3.39 (1.53–7.53) 1260 4.6 (3.5–6.1) 2.42 (1.38–4.23)
31–44 years 3169 1.4 (1.0–1.9) 2.25 (1.04–4.86) 3731 2.3 (1.8–2.8) 1.83 (1.10–3.04)
45–54 years 1901 0.5 (0.3–1.1) 1 2310 1.0 (0.6–1.5) 1
Educational leveld 0.011
Low 575 1.1 (0.5–2.5) 692 1.6 (0.9–2.8) 1
Lower-Intermediate 2492 1.2 (0.8–1.8) 2399 1.8 (1.3–2.4) 1.04 (0.55–1.99)
Intermediate 1711 1.6 (1.0–2.5) 2313 2.7 (2.0–3.6) 1.58 (0.83–3.01)
High 2441 1.6 (1.1–2.2) 2978 3.3 (2.7–4.1) 1.91 (1.02–3.55)
Place of birth
Metropolitan France 6415 1.4 (1.1–1.7) 7515 2.6 (2.2–3.0)
French overseas territories 81 1.0 (0.1–6.7) 104 2.3 (0.7–7.1)
Other countries 725 1.9 (0.9–3.7) 771 2.2 (1.3–3.7)
Place of residenced 0.04
Paris area 2247 1.9 (1.3–2.6) 2573 3.8 (3.0–4.7) 1.38 (1.01–1.89)
Outside Paris area 4974 1.3 (1.0–1.7) 5817 2.2 (1.9–2.7) 1
Living as a coupled 0.049
Yes 4963 1.1 (0.8–1.5) 5770 2.0 (1.7–2.4) 1
No 2258 2.1 (1.5–2.9) 2620 3.9 (3.1–4.9) 0.68 (0.48–0.99)
Sexual practice during the
previous 5 yearsc
< 0.001
Heterosexual 6987 1.3 (1.0–1.6) 1 8230 2.5 (2.2–2.9)
Bisexual 119 4.3 (1.5–12.1) 1.75 (0.59–5.19) 112 6.8 (3.3–13.4)
Homosexual 115 9.7 (5.4–16.8) 5.06 (2.53–10.15) 48 0.0 (–)
Number of partners during
the previous 5 yearsc,d
< 0.001 < 0.001
One 4266 0.6 (0.4–0.9) 1 5855 1.3 (1.0–1.6) 1
Two 758 2.1 (1.2–3.8) 3.13 (1.55–6.34) 1027 3.6 (2.6–5.1) 2.48 (1.55–3.96)
Three or more 2197 2.8 (2.1–3.7) 3.46 (1.99–6.03) 1508 7.3 (5.9–9.0) 4.28 (2.81–6.50)
Condom use within the previous 12 months
Yes 2515 2.3 (1.7–3.0) 2338 3.7 (2.9–4.7)
No 4706 0.9 (0.7–1.3) 6052 2.1 (1.7–2.5)
Abstinent for previous 12 monthsc 0.001
Yes 283 0.2 (0.0–0.7) 0.09 (0.02–0.38) 479 1.8 (0.9–3.6)
No 6938 1.5 (1.2–1.8) 1 7911 2.6 (2.2–3.0)
Tested for HIV during
previous 12 monthsd
0.007
Yes 982 3.1 (2.1–4.6) 1319 5.5 (4.3–7.1) 1.63 (1.15–2.32)
No 6239 1.1 (0.9–1.5) 7071 2.0 (1.7–2.4) 1
Afraid of STIsc,d 0.01 < 0.001
No or a little 5734 1.1 (0.8–1.4) 1 6598 1.8 (1.5–2.2) 1
Quite or very 1487 2.6 (1.8–3.7) 1.81 (1.14–2.87) 1792 5.4 (4.3–6.8) 2.47 (1.79–3.43)
a Percentages were weighted to take into account unequal inclusion probabilities and post-stratified to adjust for census socio-demographic distribution.
b P value estimated using global test.
c Variable included in final model for men.
d Variable included in final model for women.
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and STIs was observed; compared with 2010, the prevalence
was lower in 1998 and in 2001. Bisexual practices during the
previous 5 years and condom use in the previous 12 months
were associated with self-reported STIs in univariate analysis
only. Self-reported STIs in women were not associated with
place of birth and sexual abstinence during the previous
12 months.
3.3. Results from the 2010 survey
In 2010, very few persons who reported a genital candidiasis
as the most recent STI had had another type of STIs in the
previous 5 years: none of the 51 men and only three of the
140 women.
Neither household income nor medical coverage was
associated with self-reported STI in either sex. To cure STIs,
men mainly went to consult a general practitioner (62%) and
less often to other specialists (30%). The great majority of
women visited a gynaecologist (74%) and only 18% a general
practitioner.
Among men who reported having an STI within the previous
5 years in the 2010 survey, the breakdown of the circumstances
that led to the STI diagnosis was as follows: the presence of
symptoms (75%), disclosure by their partner of their infection
(23%) and an opportunistic screening (2%). None of MSM
were told by their partner compared with 31% of heterosexual
men that were informed by their partner (P = 0.006). Among
women, the breakdown of the circumstances that led to
diagnosis was as follows: the presence of symptoms (57%), an
opportunistic screening (39%) and disclosure by their partner
(5%). Therefore, women more often discovered their STI
during a screening and more often notified their own STI to
their partners than men did.
Among those interviewed in 2010 who were sexually active in
the previous 5 years (3100 men and 3550 women), 6.9% (95%
CI: 5.9%–8.0%) of men and 17.1% (95% CI: 15.9%–18.5%) of
women declared having already been tested for genital
chlamydia during their life. These figures were 4.5% (95%
CI: 2.7%–7.4%) and 10.6% (95% CI: 8.1%–13.7%) respectively
in the 18–24 years age-group. Overall, seven men (0.21%, 95%
CI: 0.09%–0.48%) and 20 women (0.43%, 95% CI: 0.27%–
0.68%) reported having a chlamydia infection during the
previous 5 years. The prevalence for this was much higher in
younger women (0.68%, 95% CI: 0.28%–1.64% in the 18–24
years age-group and 1.34%, 95% CI: 0.66%–2.68% in the 25–30
years age-group) whereas very few women over 30 years old
reported having a chlamydia infection. It is worth noting that
24.0% of men and 29.6% of women had never been tested and the
remaining 69.1% of men and 53.3% of women did not know what
having a chlamydia test meant. Reporting to have had a
chlamydia test, and the knowledge of such a test, both increased
with increased levels of education in both men and women.
We observed gender differences regarding partner notifica-
tion when taking into account the type of partner (stable or
casual): 84% of women versus 66% of men had informed their
stable partner (P = 0.03), whereas only 19% of women and 23%of men had notified at least one of their casual partners
(P = 0.53).
4. Discussion
In this paper, we present trends over time and factors
associated with self-reported history of STIs among adults aged
18 to 54 years, using the national population-based KABP
survey, repeated five times between 1994 and 2010. To our
knowledge, such data, based on probability samples, have never
been published over such a long period of time in other countries.
Self-reported STI prevalence was higher among women
compared with men throughout the surveys. In men, the
prevalence of STIs did not significantly change over time. In
contrast, STIs reported by women increased constantly between
1998 and 2010. This increase of self-reported STIs in women is
consistent with surveillance data showing a constant increase in
gonococcal and chlamydial infections in France [8–10]. On the
contrary, the observed absence of any increase in self-reported
STIs among men does not fit with these surveillance data
(showing also a constant increase in gonococcal and chlamydial
infections), which could reflect a lack of sufficient screening
opportunities for STIs in men.
The finding that men reported fewer STIs than women –
something also observed in other studies [19–21] despite the
fact that symptoms and detected infections occur more often in
male patients [22] – was expected for at least two reasons. First,
women seem to be more susceptible to inflammatory STIs
[22,23]. Second, gender differences exist in terms of seeking and
accessing health care [19,22]. Women have health care
alternatives that are not available or are less available to men:
for example, they often consult gynaecologists and use family
planning services more frequently than men do. In our study,
opportunistic testing accounted for 39% of STI diagnoses in
women who reported STIs in 2010, yet this figurewas only 2% for
men. This suggests that better access to STI screening activities
exists for women [23] and highlights the almost complete absence
of such screening activities in men in the general population.
Surveys on self-reported STIs do not measure the burden of
STIs in a population. Self-reported STIs reflect not only the risk
of acquiring an STI but act as an interesting indicator of the
level of access to diagnostic (for symptomatic cases) and
screening (for asymptomatic cases) facilities, as well as the
ability for patients to understand their diagnosis [23]. Unde-
restimation of the true prevalence of diagnosed STI is probable
[12,24–26], due to the absence of any detection and diagnosis
or due to intentional denial, including social desirability
[24,27,28]. Recall error also is possible with respect to the
reporting of STIs in the previous 5 years, but we focused on the
most recent self-reported STI, which may have reduced this
recall bias. However, the fact that only the most recent STI type
was collected in the four first surveys represents a limitation of
our study since the more common self-reported infections (e.g.
vaginal candidiasis) are more likely to be reported where there
was more than one infection in the last 5 years. But this
limitation seems to have had little impact on the prevalence of
STIs if we refer to the 2010 survey, where only 1.5% of women
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candidiasis had reported other STIs.
Ultimately, some cases of genital candidiasis excluded from
the analysis may have been sexually transmitted, thus
underestimating the prevalence of STIs. In particular, self-
reporting of candidiasis as an STI by women must be
considered with caution because vaginal candidiasis is often
not sexually transmitted but related to predisposing factors (for
example, the use of oral contraceptives or antibiotics) [17]. The
fact that many women believed that vaginal candidiasis is an
STI calls for more education in this field.
We highlighted several socio-demographic and behavioural
factors associated with self-reported STIs in men and women.
The 25–30 year age-group had the highest adjusted ORs for
STIs in both sexes. Multiple sexual partnerships were
associated with STIs in both men and women, which is
consistent with published data [19,29]. Despite the small
number of MSM in our samples (overall 2.8%), we confirmed
the higher proportion of self-reported STIs among MSM,
regardless of the number of sexual partners. STIs were also
more frequently reported by women who had recently had an
HIV test, which reflects potentially at-risk behaviours.
A higher educational level was also associated with
increased self-reporting of STIs by women. This relationship
is consistent with results found in other studies [29,30]. Howe-
ver, this issue is quite complex and the correlation between
reported STIs and educational level could depend on other
contextual factors [31]. For example the risk of STIs may be
related to the socioeconomic conditions of the area in which
people live, beyond to their individual socioeconomic
characteristics, as it has been suggested in England for
chlamydia screening [32]. The correlation between reported
STIs and educational level could be partly due to the fact that
the most educated respondents had a greater knowledge of STIs
[12] and improved access to testing [12,29] or to health care
services [19,29]. We also found that respondents reporting to
have had a chlamydia test increased with increased levels of
education. From all these data, we infer a probable under-
screening of STIs among women with low levels of education
(with a potentially negative impact on their reproductive health)
and among men regardless of their level of education. Finally, a
history of STIs was not associated with household income or
type of medical coverage, which is consistent with data from
another study [19], and implies that economic status did not
appear to play a prominent role in self-reporting STI in France,
a country that offers universal health insurance and free access
to care for the most precarious population.
Only a minority of men and women knew about chlamydia
screening in 2010, which highlights the necessity to provide
greater information about the availability of this test to ensure
successful prevention programs. Men in the general population
have less access to STI screening than women do, and consult
mainly after the onset of symptoms. Providing opportunities for
screening asymptomatic at-risk men should be encouraged.
General practitioners are the first resort for these patients, and
therefore, it is through them that prevention awareness, screening,
treatment of STIs and partner notifications are most likely to beeffective. However, the level of awareness and expertise of these
healthcare professionals with regard to STI prevention and
management are not always optimal and should be improved [33].
Our results show that women notified STIs more often to
their partners than men did, and men discovered their STI after
being told by a partner more often than women, which has
already been observed [34]. The low proportion of STIs
diagnosed through partner notification, both in men and
women, must be considered keeping in mind that partner
notification is not an organized and systematized activity in
France, unlike in some other countries, but is left to the
individual discretion of physicians and patients. Consequently,
the absence of specific recommendations for partner notifica-
tion continues to play a damaging role in the provision of early
care of female partners. Implementing such recommendations
would probably be one of the major tools, in addition to
preventive behaviours, for reducing the spread of STIs.
However, many obstacles to the implementation of partner
notification may pose particular problems to the French
healthcare system, both organizationally and culturally. For
practitioners, lack of time and resources for preventive
measures are barriers to partner notification, as is the duty to
protect patient confidentiality, which is a matter considered
crucial in France. Lack of knowledge about STI, negative
reactions from partners and impact on relationships are other
barriers to patient referral [35].
5. Conclusion
In five population-based surveys from 1994 to 2010, overall
self-reported STI prevalence was higher among women
compared with men. This may reflect less access to screening
activities for STIs in men. Self-reported STI prevalence
remained stable over time in men but increased continuously
between 1998 and 2010 in women. Self-reported history of
STIs in men and women clearly reflect risky sexual behaviours.
There was a probable under-screening of STIs among women
with low levels of education and among men regardless of their
level of education. Women notified STIs more often to their
partners than men and men discovered their STI after being told
by a partner more often than women.
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